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The Critical Role of Providers in Antimicrobial Stewardship 
 
Introduction 
Antibiotics are the second most commonly used class of drugs in the US, and 30 - 50 % of all hospitalized patients 
receive antibiotics. Studies estimate up to 50% of antibiotic use is either unnecessary or inappropriate across all health 
care settings 

 Given when they are not needed 
 Continued when they are no longer necessary 
 Given at the wrong dose 
 Broad spectrum agents are used to treat very susceptible bacteria 
 The wrong antibiotic is given to treat an infection 

 
Why are we concerned? 
Antibiotic use can lead to development of Clostridium difficile infections to fatal infections with drug-
resistant pathogens. Infections caused by antibiotic resistant organisms can have mortality rates up to four times higher 
than infections caused by susceptible organisms. 
 The Centers for Disease Control named antibiotic resistance as one of the world’s most pressing public health threats.  

 Why we must act now: the way we use antibiotics today or in one patient directly impacts how effective they 
will be tomorrow or in another patient (development of resistance)  

 World Health Organization named antimicrobial resistance as a threat to global health security that is 
endangering the prevention and treatment of infections. 

 
What is Antimicrobial Stewardship? 
Antimicrobial stewardship aims to promote and monitor judicious use of antimicrobials.  
The 5 Ds 

1. Right Diagnosis 
2. Right Drug – effective, safe, narrowest spectrum to prevent antimicrobial resistence, least expensive 
3. Right Dose 
4. Right Duration  
5. Right De-escalation-  change to narrowest spectrum/safest/least expensive regimen when: Justified by culture 

results (positive or negative) or Clinical improvement (e.g., IV to PO switch) 
Other goals 
 Prevent or slow antimicrobial resistance 
 Reduce adverse drug events and secondary infections (e.g. C. difficile) 
 Reduce morbidity and mortality 
 Reduce length of stay and health care expenditures 
 
What is a provider’s role in Antimicrobial Stewardship? 
 Continue to reassess the need for antibiotic therapy (48 – 72 hour time out): In most cases, within 48-72 hours, 

microbiology results and clinical response/status is determined. This is a good time to evaluate whether 
the prescribed antibiotic is still warranted or effective against the identified organism, the patient’s clinical response, 
whether the spectrum of activity can be narrowed (de-escalation), and projected duration of therapy. In summary: 

o Stop antimicrobial therapy when a non-infectious etiology is most likely 
o De-escalation: narrow spectrum of therapy/reduce number of antibiotics based on culture and sensitivity, if 

appropriate. Eliminate overlapping or combination therapy 

o Reassess duration of therapy based on indication/clinical response 

o Decrease antimicrobial exposure→ reduce adverse events 
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 Duration of therapy: Avoid an automatic 10-14-day course of therapy. New evidence for duration of therapy 
supports shorter durations for some indications. (Exception: difficult to treat organisms such as pseudomonas) 

o Uncomplicated urinary tract infection: 3-5 days 

o Community-acquired pneumonia: 3-7 days 

o Ventilator-associated pneumonia: 8 days 

o Meningococcal meningitis-7 days 

o Uncomplicated secondary peritonitis with source control: 4-7 days 

o Uncomplicated cellulitis – 5 days 

 Reconcile antibiotics during all patient-care transitions: Evaluate the need for antibiotic therapy at 
patient’s transition points—especially between such care settings as hospital and outpatient as well as 
between units within the facility, such as the intensive care unit and general care unit. Also, direct-care nurses 
should discuss the indication and duration for antibiotic therapy with other nurses during each change-of-shift 
report.  

 Recognize asymptomatic bacteriuria and when it should/shouldn’t be treated: 
What is asymptomatic bacteriuria? Positive urine culture with a significant urine colony count (significant (> 10⁵ 
cfu/mL) or for a catheterized urine specimen colony count of ≥ 102 cfu/mL WITH absence of symptoms 
Who needs to treated for asymptomatic bacteriuria? Pregnant women due to increased risk for adverse 
outcomes OR patients undergoing urologic interventions (TURP, any urologic procedure with potential mucosal 
bleeding) 
Treatment is not indicated for other populations, including: premenopausal, non-pregnant women, diabetic 
women, older persons living in the community, elderly, institutionalized subjects, persons with spinal cord 
injury, catheterized patients while the catheter remains in situ. 

 Help prevent CAUTIs (catheter associated urinary tract infections) and CLABSIs (central line associated 
bloodstream infections) by following facility protocols and daily assessment of whether a catheter or central line is 
still needed, due to increased risk of infection with these invasive devices.  

 IV to PO conversions: An early switch from I.V. antibiotic therapy to oral therapy helps shorten hospital stays and 
reduces the risk of infection from I.V. catheter access. While some infections require IV antibiotics (e.g. bacteremia, 
meningitis, osteomyelitis, etc), there may be some patients where a conversion to PO antibiotics is appropriate. 
Review and assess the need to continue antibiotics through the IV route and switch to PO antibiotics when clinically 
appropriate. 

 
Conclusion 
Improving antibiotic use in hospitals benefits individual patients and contributes to reducing antibiotic resistance 
nationally. Providers are ideally positioned to contribute to antibiotic stewardship efforts and help reverse the incidence 
and potentially fatal consequences of antibiotic resistance.  
 
Where can I learn more? 
Hospital-specific Antimicrobial Stewardship Homepage on the hospital’s intranet 
CDC’s Get Smart Website: http://www.cdc.gov/getsmart/healthcare/index.html 
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